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PLANNING  COMMISSION 
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301  W.  Preston  St. 

Baltimore  1,  Md. 


March  6,  1963 

Honorable  J.  Millard  Tawes 
Governor  of  Maryland 
The  State  House 
Annapolis,  Maryland 

Dear  Governor  Tawes : 

The  accompanying  "Report  on  Emotionally  Disturbed  Children 
and  Adolescents"  has  been  adopted  by  the  Medical  Care  Committee 
and  is  transmitted  herev^ith  to  you  through  the  State  Planning 
Commission. 

The  Commission  at  its  meeting  on  March  1,  1963,  accepted  the 
report  from  the  Medical  Care  Committee  and  referred  it  to  the 
State  Board  of  Health  and  Mental  Hygiene  for  such  action  as  they 
deem  appropriate. 

I  have  been  asked  by  the  Chairman  of  the  State  Planning  Com- 
mission in  transmitting  this  report  to  advise  of  the  action  taken. 

Sincerely  yours, 
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James  J.  O'Donnell 

Director,  Planning  Department 
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October  26,  1962 

Mr.  Joseph  Meyerhoff ,  Chairman 
Maryland  State  Planning  Commission 
State  Office  Building 
301  West  Preston  Street 
Baltimore  1,  Maryland 

Dear  Mr.  Meyerhoff : 

It  is  my  pleasure  to  transmit  the  report  from  our  Subcommittee 
on  Medical  Services  and  FaciHties  for  Handicapped  Children  in 
Maryland  on  Development  of  Services  for  Emotionally  Disturbed 
Children  and  Adolescents.  This  report  was  adopted  by  the  Com- 
mittee on  Medical  Care  at  its  meeting  of  October  26,  1962. 

Sincerely  yours, 

George  H.  Yeager,  M.D.,  Chairman 
Committee  on  Medical  Care 
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Dear  Dr.  Yeager : 

I  take  pleasure  in  presenting  the  report  of  the  Study  Group  on 
Development  of  Services  for  Emotionally  Disturbed  Children  and 
Adolescents.  This  report  was  approved  by  the  parent  Subcommittee 
on  Medical  Services  and  Facilities  for  Handicapped  Children  in 
Maryland. 

Sincerely  yours, 
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State  Office  Building 

301  W.  Preston  St. 

Baltimore  1,  Md. 

September  20,  1962 

Paul  A.  Harper,  M.D. 

Chairman,  Subcommittee  on  Medical  Services  and 

Facilities  for  Handicapped  Children  in  Maryland 
Committee  on  Medical  Care 
State  Planning  Commission 
301  W.  Preston  Street 
Baltimore  1,  Maryland 

Dear  Dr.  Harper : 

It  is  my  pleasure  to  submit  the  report  of  the  Study  Group  on 
Development  of  Services  for  Emotionally  Disturbed  Children  and 
Adolescents. 

A  wide  variety  of  children  and  adolescents  could  be  classified 
as  "emotionally  disturbed",  including  all  delinquents,  as  well  as 
those  in  forestry  camps,  training  schools,  etc.  We  have  limited  our 
concern  in  this  report,  however,  to  the  group  for  whom  there  is  a 
more  pressing  medical  problem  requiring  immediate  solution. 

Sincerely  yours, 


Paul  V.  Lemkau,  M.D.,  Chairman 
Study  Group  on  Development  of 
Services  for  Emotionally  Disturbed 
Children  and  Adolescents 
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INTRODUCTION 


For  the  purposes  of  this  report,  the  term  "Emotionally  Dis- 
turbed Children  and  Adolescents"  includes  children  who  are  between 
the  ages  of  birth  and  18  years  and  who  present  behavior  disorders 
or  other  symptoms  of  emotional  disturbances  which  are  or  should 
be  disturbing  to  their  families,  their  communities  or  themselves, 
regardless  of  the  causes  of  the  disorder,  be  they  psychological, 
sociological,  or  secondary  to  organic  damage  of  the  nervous  system 
or  to  any  combination  of  these.* 

Many  reports  have  cited  various  unmet  needs  for  the  care  of 
emotionally  disturbed  children  and  adolescents.  New  services  and 
new  buildings  and  more  beds  have  been  called  for.  In  hopes  of  tying 
together  the  various  reports  of  recent  vintage,  and  of  presenting 
to  the  State  a  single  plan  for  development  of  appropriate  service, 
the  State  Board  of  Health  and  Mental  Hygiene  requested  in  Novem- 
ber 1961  that  a  study  be  made  by  the  Committee  on  Medical  Care. 

A  study  group  of  the  Subcommittee  on  Medical  Services  and 
Facilities  for  Handicapped  Children  in  Maryland  was  formed  to 
study  the  need  and  to  make  recommendations.  A  review  of  existing 
data,  and  especially  of  reports  pertaining  to  Maryland,  was  under- 
taken. The  study  group  concluded  that,  though  children  and  adoles- 
cents may  at  times  present  different  challenges,  there  were  sufficient 
data  available,  and  a  sufficient  knowledge  of  the  problem,  to  outline 
for  the  State  an  appropriate  program  for  the  diagnosis  and  treat- 
ment of  emotionally  disturbed  children  and  adolescents  without 
resort  to  new  surveys,  though  more  intensive  types  of  studies  would 
be  desirable. 


*We  recognize  that  the  range  of  problems  and  cases  that  could  be  included 
under  "emotionally  disturbed  children  and  adolescents"  could  be  very  broad. 
In  some  instances  it  could  include  all  delinquents,  children  in  forestry  camps, 
training  schools,  etc.  We  wish  it  to  be  clear  that  while  all  of  these  cases  either 
are  or  may  be  emotionally  disturbed,  we  have  tried  to  confine  ourselves  to  the 
group  for  whom  there  are  pressing  problems,  primarily  psychiatric  in  nature, 
requiring  immediate  solution. 


The  Problem 

It  appears  that  existing  agencies  are  performing  a  creditable 
job  in  the  management  of  a  limited  number  of  emotionally  disturbed 
children  and  adolescents  but  that  many  are  not  receiving  adequate 
care  because  certain  services  are  absent  entirely  or  are  available 
for  too  small  numbers.  Consistent  and  continuous  case  management 
from  recognition  to  professionally  sanctioned  discharge  from  care 
is  rarely  observed.  What  is  too  often  seen  is  a  shuttling  of  cases 
from  one  agency  or  service  to  another,  none  being  found  which  can 
meet  the  child's  needs  adequately.  It  is  also  to  be  emphasized  that 
the  treatment  and  management  of  emotionally  disturbed  children 
and  adolescents  is  generally  recognized  as  one  of  the  most  difficult 
sociomedical  problems  of  our  time,  and  that  there  is  a  great  lack  of 
knowledge  of  this  field,  clearly  indicating  need  for  administrative 
experimentation  and  research. 

There  is  a  tendency  to  think  first  of  intramural  care  when 
faced  with  the  emotionally  disturbed  child  or  adolescent.  There  is 
an  historical  bent  to  look  upon  intramural  care,  care  in  hospital  or 
other  institution,  as  the  quickest  and  best  solution  to  the  problems 
presented.  The  series  of  studies  carried  out  by  the  Health  and  Wel- 
fare Council  illustrate,  since  they  represent  responses  to  community 
pressures  for  investigation,  the  tendency  to  turn  to  residential  care ; 
all  three  studies  by  the  Council  have  been  related  to  the  demand  for 
residential  care  rather  than  for  fully  rounded  programs  for  dealing 
with  the  cases  concerned. 

Newer  studies  have  indicated  that  serious  complications  in 
arrested  personality  development  and  in  loss  of  social  skills  are 
secondary  results  of  institutionalization,  and  that  any  extended 
stay  in  an  institution,  removing  the  person  from  his  usual  surround- 
ings and  stimuli,  may  result  in  loss  of  personality  assets.  These 
newer  data  have  led  to  increasing  stress  on  avoidance  of  institu- 
tionalization whenever  possible,  and  to  the  aim  of  shortening  the 
period  of  institutionalization  to  the  minimum  consistent  with  the 
therapeutic  goal.  Furthermore,  it  has  led  to  the  conclusions  that 
institutions  should  operate  as  "open  door"  facilities  whenever  pos- 
sible ;  that  groups  living  together  should  be  of  small  size  and  have 
adequate  parental  substitutes,  that  the  treatment  of  the  child  should 
be  meticulously  coordinated  with  casework  and  other  community 


services  to  his  family,  and  that  institutions  be  located  as  near  as 
possible  to  the  patient's  home  community. 

Since  emotional  illness  in  children  usually  is  considered  to  be 
related  to  disturbances  in  family  relationships,  treatment  of  the 
child  is  often  unsuccessful  unless  change  occurs  in  other  members 
of  his  family.  The  practice  of  concurrent  treatment  of  parents  and 
child  has  been  extended  from  child  guidance  clinics  to  other  psy- 
chiatric services,  and  treatment  procedures  now  frequently  include 
the  entire  family.  The  concept  of  "family-centered"  treatment 
requires  a  wide  range  of  inter-related  community  social,  psychiatric, 
health,  educational  and  counseling  services,  sufficient  in  quantity  to 
meet  the  needs  of  multi-problem  families  from  which  the  majority 
of  emotionally  disturbed  children  and  adolescents  come.  Such  a 
network  of  community  services  can  help  natural  and  foster  families 
to  use  separation  from  a  child  in  residential  care  constructively,  to 
alter  unhealthy  family  living  patterns  during  his  absence,  and  to 
maximize  the  potential  of  the  child  for  adjustment  in  the  community 
on  leaving  the  institution.  At  best,  community  mental  health  serv- 
ices may  promote  family  health  and  prevent  family  breakdown, 
thereby  obviating  the  need  for  residential  care  of  many  children 
through  early  identification  of  families  with  problems  and  the  pro- 
vision of  continuing  coordinated  social,  psychiatric  and  other 
services.  Such  services  must  be  flexible  and  experimental  to  some 
degree.  They  are  difficult  to  plan  in  type  and  extent,  especially  on 
a  comprehensive  scale,  and  there  are  few  programs  to  use  as  ex- 
amples. The  development  of  various  types  of  youth  authorities  in 
the  states  in  the  last  few  decades  has  been  directed  mainly  at  the 
issue  of  controlling  delinquency  and  the  relevant  theory  lies  much 
more  in  the  sociological  area  than  in  the  medical.  Lack  of  experi- 
ence and  training  in  providing  community  based  extramural  serv- 
ices, plus  lack  of  resources  in  financing  and  in  personnel,  often  lead 
to  efforts  to  shift  the  problems  from  the  local  community  to  a  more 
distant  state-wide  authority,  often  with  the  implication  that  sepa- 
ration from  the  local  community  and  institutionalization  are  the 
best  solutions  to  the  problem. 

Furthermore,  there  is  a  tendency  to  think  of  places  for  the 
residential  care  of  children  in  terms  of  the  stereotype  with  locked 
doors  and  regimented  life  which  keeps  the  child  for  a  long  period. 
This  stereotype  of  custodial  care  is  needed  for  relatively  few  chil- 
dren.   Of  the  1,001  children  identified  as  needing  residential  care 


and  reported  in  the  latest  Health  and  Welfare  Council  reports,  only 
58  were  considered  to  need  care  for  a  period  of  "years"  and  77  to 
need  care  in  a  "months"  center.  All  of  the  others  were  recom- 
mended for  care  interrupted  by  stays  at  home  or  in  school  for  week- 
ends or  in  the  day  or  night  time.  Thus,  the  reported  need  for  resi- 
dential care  of  custodial  type  is  for  a  relatively  small  proportion  of 
the  total  residential  care  needed.  In  its  discussions,  the  imperative 
need  of  any  residential  program  to  provide  adequately  for  the  con- 
tinued academic  schooling  and  education  in  group  living  of  the  child 
was  heavily  stressed. 

Residential  institutions  identified  as  needed  in  the  Health  and 
Welfare  Council  report  were  as  follows : 

1.  Day  Center:  A  place  where  a  child  may  be  in  treatment 
through  the  day,  returning  to  his  parent  or  parent  substi- 
tute for  the  night  and  weekends. 

2.  Night  Center :  A  place  where  the  child  is  treated  and  which 
accepts  24  hour  responsibility  for  him,  but  he  is  able  to 
attend  the  public  schools,  and  also  to  be  home  weekends  as 
indicated. 

3.  "Weeks"  Center :  A  place  which  accepts  round-the-clock 
treatment  responsibility  for  the  child  except  for  weekend 
visits  to  his  home  and  community.  The  total  stay  is  likely 
to  be  measured  in  weeks,  that  is,  lasts  probably  no  more 
than  three  months. 

4.  "Months"  Center:  A  place  which  accepts  round-the-clock 
treatment  responsibility  for  the  child,  including  also  the 
prevention  of  running  away  from  the  institution.  The 
length  of  stay  is  considered  likely  to  be  less  than  a  year  in 
duration. 

5.  "Years"  Center :  A  place  accepting  the  child  for  continuous 
treatment  and  management  expected  to  be  needed  for  a  long 
period. 

To  some  extent,  a  variety  of  kinds  of  centers  may  be  under  the 
same  roof  and  direction,  and  in  any  case,  there  must  be  the  greatest 
possible  flexibility  of  transfer  so  that  the  child  will  be  using  his 
maximum  social  skills  and  self-controls.  In  addition,  visits  home 
may  take  place  from  any  of  the  centers. 


Furthermore,  a  child  discharged  from  any  sort  of  institutional 
care  must  not,  therefore,  be  considered  recovered.  This  step  should 
mean  only  that  the  responsibilities  and  controls  necessary  to  live  at 
home  in  the  community  are  now  within  his  capacity  with  further 
help  that  can  be  obtained  by  the  home  and  in  the  community.  As 
already  noted,  the  provision  of  this  help  presents  planning  chal- 
lenges. 

Finally,  there  is  a  problem  of  deciding  what  sort  of  treatment 
best  meets  the  needs  of  the  child.  The  Health  and  Welfare  Council 
report  is  difficult  to  interpret  at  this  point,  but  it  appears  that  a 
significant  number  of  the  children  recommended  for  residential  care 
had  not  received  complete  psychiatric  study  when  the  recommen- 
dation was  made,  perhaps  as  many  as  27%  of  the  cases.  Further- 
more, there  are  some  extremely  difficult  medical  diagnostic  problems 
involved  which  require  a  concentration  of  medical  experience  and 
skills  which  can  hardly  be  expected  to  be  available  in  every  part  of 
the  state.  For  this  reason,  both  an  increase  in  local  diagnostic  and 
treatment  personnel  are  considered  necessary  and,  in  addition,  an 
expansion  of  highly  expert  diagnostic  and  consultation  services  to 
"back-up"  the  local  resources. 

With  regard  to  the  institutions  for  delinquent  children  and 
youth  in  Maryland  (the  Training  Schools) ,  it  should  be  noted  that 
these  institutions  represent  populations  made  up  almost  entirely  of 
children  who  are  socially  troubled.  There  are  approximately  3,000 
of  these  children.  The  Health  and  Welfare  Council  report  indicated 
that  there  were  130  of  these  who  were  considered  by  the  training 
schools  to  need  intra-mural  care  in  a  psychiatric  hospital.  There 
were,  however,  only  15  transfers  from  these  schools  to  the  mental 
hospitals  during  fiscal  1962. 

The  transfer  of  a  disturbed  child  or  adolescent  from  training 
school  to  hospital  presently  requires  rather  elaborate  arrangements, 
including  the  acquiescence  of  the  courts  or  going  through  the  usual 
commitment  procedures.  The  administrative  difficulties  of  transfer 
are  such  that,  at  present,  they  appear  to  be  made  only  because  of 
severe  behavior  crises  and  as  matters  of  extreme  emergency.  It 
appears  that  treatment  considerations,  not  the  severity  of  immediate 
crisis,  would  be  a  better  criterion  for  treatment  in  psychiatric 
hospitals. 


The  Department  of  Public  Welfare  and  the  individual  training 
schools  have  attempted  for  years  to  extend  and  improve  psychiatric 
services  in  the  training  schools.  In  1960,  a  Center  for  the  diagnosis 
of  cases  detailed  by  the  Juvenile  Courts  for  study  was  established. 
The  Department  of  Public  Welfare,  however,  is  not  fundamentally 
medical  in  outlook ;  it  desires  that  its  psychiatric  services  be  planned 
and  coordinated  through  a  psychiatrist  and  agrees  with  the  Depart- 
ment of  Mental  Hygiene  that  the  psychiatrist  to  perform  the  task  of 
planning  and  coordination  might  best  be  a  member  of  the  Depart- 
ment of  Mental  Hygiene.  The  subcommittee  agrees  with  this  view 
and  has  made  a  recommendation  to  this  effect.  It  is  believed  that 
such  planning  and  supervision  will  aid  the  Department  of  Public 
Welfare  in  recruiting  personnel  for  services  in  the  various  schools 
and  in  making  their  operation  more  efficient. 

The  personnel  needs  of  services  for  providing  continuity  of 
care  for  emotionally  disturbed  children,  comprising  both  residential 
and  community  services,  are  very  great.  They  involve  professions 
known  to  be  in  extremely  short  supply  everywhere — psychiatrists, 
public  health  nurses,  social  workers,  teachers,  child  caring  person- 
nel, et  cetera.  These  very  acute  needs  should  be  recognized  by  the 
addition  of  personnel  to  lower  case  loads  and  by  the  inclusion  of 
in-service  training  and  educational  subsidy  programs  in  the  budgets 
of  all  agencies  dealing  with  emotionally  disturbed  children. 

Recommendations 

1.  That  each  political  subdivision  shall  have  an  officially  con- 
stituted group  under  the  chairmanship  of  the  local  health  officer  and 
consisting  of  the  heads  of  the  local  departments  of  health,  welfare, 
education,  and  the  juvenile  court.  This  group  will  be  responsible 
for  planning  the  management  of  cases  of  emotionally  disturbed 
children  and  adolescents  which  appear  to  be  beyond  the  resources 
of  the  agency  concerned  in  the  first  instance.  To  this  group  should 
be  added  voluntary  family  and  child  caring  agencies,  voluntary 
public  health  nursing  services  and  other  appropriate  groups  where 
they  exist  as  needed.  The  decisions  of  this  group  would,  after  agree- 
ment, be  binding  on  the  agencies  represented.  This  group  shall  meet 
with  consultants  from  relevant  State  agencies  (see  recommendation 
#2). 


Comment:  There  appear  three  choices  in  allocating  basic 
responsibility  for  the  management  of  emotionally  disturbed 
children.  First,  there  might  be  a  state-wide  authority  to  which 
all  children  might  be  referred.  Such  an  authority  would  need 
to  have  direct  relationships  with  various  local  agencies  and  to 
deal  with  a  variety  of  local  situations.  Its  operation  would 
require  a  number  of  new  personnel  of  relatively  high  level  pro- 
fessional training  as  well  as  considerable  travel,  etc.  This  sort 
of  proposal  was  carefully  considered  by  the  Board  of  Directors 
of  the  Health  and  Welfare  Council  of  metropolitan  Baltimore 
and  discarded  as  not  practicable  in  the  Maryland  setting.  Your 
subcommittee  agrees  with  this  conclusion. 

Second,  the  special  concerns  for  emotionally  disturbed 
children  and  adolescents  could  be  centered  upon  the  regional- 
ized institutions  proposed  by  the  Department  of  Mental 
Hygiene,  with  these  institutions  furnishing  direct  services  to 
the  various  agencies  in  the  local  community.  This  proposal  was 
extensively  discussed  by  the  subcommittee  and  rejected  as 
diluting  local  responsibility  for  coordination  of  services  and 
developing  local  resources.  Furthermore,  the  concept  of  re- 
gionalization  of  services  in  Maryland  is  only  upon  the  threshold 
of  development  and  supra-county  collaboration  has  not  been 
well  tested  as  a  method  of  operation  (though  if  some  subdivi- 
sions wished  to  get  together  and  function  as  a  single  region  we 
would  heartily  encourage  them  in  this  endeavor).  Also  con- 
sidered under  this  rubric  was  the  enrichment  of  the  program 
of  the  Diagnostic  and  Evaluation  Centers  to  include  psychiatric 
diagnosis  and  evaluation  in  a  larger  proportion  of  cases  so  that 
these  centers  could  offer  consultation  on  case  management  to 
the  locality.  While  the  inclusion  of  more  psychiatric  services  in 
these  centers  is  recommended,  it  was  not  considered  feasible  to 
place  primary  responsibility  upon  these  centers  for  the  exten- 
sive local  management  problems  contemplated. 

The  third  possibility  is  that  some  new  authority  be  de- 
vised at  the  local  level  to  encourage  the  collaboration  of  agencies 
meeting  the  problems  of  emotionally  disturbed  children  and 
adolescents.  This  was  the  solution  arrived  at  by  the  Health 
and  Welfare  Council  and  by  this  subcommittee.  It  is  believed 
that  such  a  local  group  can  develop  leadership  in  new  methods 
of  dealing  with  cases  by  combining  the  resources  in  the  locality 
in  a  more  efficient  way  and  by  bringing  pressure  by  mutual 


effort  on  the  authorities  allocating  funds  for  local  services.  It 
is  realized  that  under  this  scheme  for  operation,  there  will  be 
large  diversity  among  counties  depending  upon  the  extent  of 
the  problem,  public  and  professional  recognition  of  it,  and  the 
quality  of  local  leadership.  The  inclusion  of  consultants  origi- 
nating at  the  state  level  is  considered  to  be  an  effort  toward 
encouraging  at  least  some  uniformity  of  program  in  the  state. 
The  fact  that  the  local  health  department  clinic  psychiatrists 
are  to  some  extent  under  uniform  supervision  from  the  state 
level  should  also  help  to  insure  some  uniformity.  The  same 
considerations  apply  to  local  departments  of  health,  welfare, 
education,  and,  to  a  lesser  extent,  the  juvenile  courts. 

a.  It  shall  be  the  responsibility  of  the  local  health  officer  to  con- 
vene the  meetings  of  this  Committee  on  Emotionally  Disturbed 
Children  and  Adolescents  (CEDCA),  receive  cases  to  be  included 
on  the  agenda,  to  keep  records  of  actions  taken  and  to  furnish  such 
clerical  services  as  may  be  necessary.  The  preparation  of  cases  for 
discussion  will  be  the  responsibility  of  the  agency  requesting  con- 
sideration of  the  case. 

Comment:  It  is  considered  that,  while  educational,  social, 
legal  and  other  types  of  problems  are  intimately  involved  in 
cases  of  emotionally  disturbed  children  and  adolescents,  treat- 
ment is  probably  more  a  medical  issue  and  that  location  of  the 
convening  authority  is  best  placed  in  the  local  health  depart- 
ment. It  is  not  intended  by  this  recommendation  that  the  health 
department  itself  take  over  responsibility  for  cases,  relieving 
the  presenting  authority,  but  rather  that  the  department  be  the 
vehicle  by  which  collaboration  of  agencies  in  the  community 
can  take  place,  and  by  which  collaboration  with  the  depart- 
ments responsible  at  the  state  level  can  go  forward. 

b.  In  cases  in  which  residential  care  is  contemplated,  the  con- 
sultants of  the  State  Department  of  Mental  Hygiene  will  have  power 
to  authorize  admission  to  the  appropriate  state  facility,  as  well  as 
to  collaborate  in  planning  local  management  in  those  cases  for 
which  residential  care  can  be  avoided. 

c.  The  CEDCA  will  consider  those  cases  put  before  it  by  the 
community  public  and  voluntary  agencies  and  will  recommend 
actions  to  be  taken.  The  agreements  made  in  the  CEDCA  are  in- 
tended to  be  carried  out  by  the  agencies  involved  or  by  the  state 
agencies  called  upon  through  the  state  consultant  who  shall  have 
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authority  to  make  commitments  for  the  established  services  of  his 
department  for  the  care  of  the  case. 

2.  That  there  be  established  at  the  state  level  the  position  of 
coordinator  of  services  to  emotionally  disturbed  children  and 
adolescents.  Such  a  coordinator  should  possess  a  high  level  of  pro- 
fessional competence  in  the  field  of  child  care.  (This  is  not  the  same 
position  recommended  in  #5  below.)  The  responsibilities  of  this 
position  shall  be  to  bring  about  the  coordination  of  the  departments 
of  the  state  government  which  are  concerned  with  this  area  par- 
ticularly, though  not  exclusively,  the  departments  of  Mental 
Hygiene,  Health,  Public  Welfare,  Education  and  the  juvenile  courts, 
to  organize  the  work  of  the  local  groups  recommended  in  #1  above, 
to  receive  reports  from  these  groups,  and  to  aid  in  the  solution  of 
supra-local  problems.  Since  the  primary  aim  of  this  position  will 
be  inter-departmental  cooperation  in  the  solution  of  mutual  and 
recurrently  arising  problems,  the  designation  of  where  this  position 
should  be  established  is  left  open  for  decision  of  the  Board  of  Health 
and  Mental  Hygiene. 

Comment:  The  discussion  leading  to  this  recommendation 
dealt  primarily  with  the  need  for  inter-departmental  cooper- 
ation at  the  state  level  to  balance  and  make  effective  the  recom- 
mended collaboration  at  the  local  level.  It  was  concluded  that 
some  person  would  be  needed  to  carry  this  responsibility  in  a 
pattern  similar  to  that  assigned  to  the  health  officer  locally. 
The  state  level  position,  however,  is  more  complex  than  the 
local  and  the  volume  of  the  work  would  be  too  large  and  too 
specific  to  be  carried  by  a  group  such  as  the  commissioners  and 
other  heads  of  departments  themselves  because  they  have 
many  other  responsibilities.  Furthermore,  the  position  stands 
between  rather  than  in  any  particular  department,  in  that  it 
deals  in  the  building  of  an  operation  involving  both  intra-  and 
extra-mural  services  in  several  different  departments.  The 
conclusion  was  reached  that  the  Board  of  Health  and  Mental 
Hygiene  was  better  qualified  to  locate  this  position;  the  sub- 
committee concluded  that  the  medical  departments.  Health  and 
Mental  Hygiene,  or  their  Board,  were  to  be  considered  rather 
than  Public  Welfare,  Education  or  the  courts. 

3.  The  development  of  five  regional  institutions  for  emotionally 
disturbed  children  and  adolescents  over  the  next  ten  years  by  the 


Department  of  Mental  Hygiene  is  endorsed  with  certain  recom- 
mendations as  detailed  below.  It  is  desired  that  these  recommenda- 
tions apply,  so  far  as  possible,  in  the  further  development  of  pro- 
grams at  Esther  Loring  Richards  and  Finesinger. 

a.  That  these  institutions  develop  psychological  and  psy- 
chiatric diagnostic  resources,  but  that  they  collaborate  with  and 
use  as  a  consultation  resource  the  Diagnostic  and  Evaluation  Centers 
when  necessary  in  problems  dealing  with  multiple  handicaps  and 
neurological  problems.  Similarly,  the  Diagnostic  and  Evaluation 
Centers  will  use  these  regional  institutions  for  psychiatric  consulta- 
tion when  necessary. 

b.  It  is  recommended  that  the  proposed  regional  institutions 
for  emotionally  disturbed  children  and  adolescents  be  associated 
with  the  departments  of  Psychiatry  and  of  Pediatrics  of  the  uni- 
versities and  that  they  collaborate  in  the  training  of  medical  and 
other  personnel  for  work  with  emotionally  disturbed  children  and 
adolescents. 

c.  It  is  recommended  that  the  proposed  institutions : 

1)  have  available  resources  for  different  types  of  pro- 
grams, as  indicated  in  the  first  part  of  the  report,  in- 
cluding full  time  residential  care. 

2)  be  planned  in  conjunction  with  the  communities  they 
are  to  serve,  both  as  regards  the  services  to  be  rendered 
(including  coordination  with  other  health  facilities  in 
the  area)  and  as  regards  functional  architecture,  etc. 

3)  be  staffed  so  as  to  be  able  to  furnish  consultation  and 
advisory  services  to  residential  centers  for  emotionally 
disturbed  children  and  adolescents  which  may  be  devel- 
oped locally. 

4.  That  the  training  schools  of  the  State  Department  of  Public 
Welfare  expand  their  own  psychiatric  service  more  fully  to  meet 
their  needs  and  that  these  services  be  given  a  voice  in  management 
councils  of  the  training  schools. 

5.  That  the  Department  of  Mental  Hygiene  establish  a  posi- 
tion for  a  psychiatrist  who  shall  have  responsibility,  among  other 
duties,  for  consultation  and  coordination  with  the  State  Department 
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of  Public  Welfare  in  regard  to  their  programs  for  delinquents.  This 
should  include  such  things  as  assisting  in  developing  psychiatric 
services  in  the  institutions  for  delinquents,  assisting  in  recruiting 
clinical  personnel,  helping  establish  inservice  training  programs, 
residency  programs,  etc.  The  person  holding  this  position  will  also 
function  to  facilitate  transfers  between  training  schools  and  mental 
hospitals  or  other  institutions  as  indicated. 

6.  That  the  educational  programs  of  all  institutions  having  to 
do  with  the  residential  care  of  children  and  adolescents  be  integral 
to  their  functioning  and  be  supervised  and  subject  to  standards  set 
by  the  State  Department  of  Education  for  the  education  of  emo- 
tionally disturbed  children  and  adolescents.  The  education  of  chil- 
dren in  residential  care  presents  many  problems  and  merits  study 
by  a  committee  established  for  this  purpose. 

Comment:  Children  with  all  types  of  handicapping  condi- 
tions other  than  the  emotionally  disturbed  are  covered  by 
a  planned  educational  program  by:  (1)  home  teaching,  (2) 
special  classes  (both  of  which  are  underwritten  by  the  local 
department  of  education) ,  or  (3)  $600  allowance  toward  tuition 
in  a  private  school  paid  by  the  State  Department  of  Education 
upon  approval  of  the  appropriate  local  unit  in  those  cases  where 
home  teaching  or  special  classes  are  unavailable. 

The  report  entitled  "Special  Education  of  Atypical  Chil- 
dren in  Maryland",  (known  as  "The  Constable  Report")  made 
recommendations  for  the  emotionally  disturbed  child  (referred 
to  as  the  maladjusted)  along  with  those  for  other  atypical 
children.  Another  study  group  of  this  subcommittee  also  made 
recommendations  for  the  education  of  the  retarded  child,  in- 
cluding the  emotionally  disturbed  retarded  child.  However,  the 
situation  has  basically  not  changed.  The  Department  of  Mental 
Hygiene  still  has  to  supply  and  supervise  the  teachers  in  its 
institutions.  The  school  system  still  does  not,  on  the  whole, 
cover  the  so-called  emotionally  disturbed  child  unless  it  can 
be  proved  his  need  for  special  plans  for  education  are  due  to 
an  organic  etiological  process. 

The  pros  and  cons  of  residential  schools  were  discussed. 
A  few  members  of  the  present  committee  feel  that  in  some  cases 
residential  school  placement  is  the  only  solution  with  the  child 
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moving  back  into  the  home  after  a  number  of  years  when  able 
to  adjust  to  the  family  and  the  family  to  him.  Most  families 
are  unable  to  finance  the  cost  of  this,  even  if  the  State  did 
allow  the  $600  per  year  toward  tuition. 

It  is  suggested  that  a  study  group  develop  some  definite 
recommendations  for  the  education  of  emotionally  disturbed 
children  and  adolescents  whether  they  reside  in  the  community 
or  in  institutions. 

7.  That  a  position  be  created  and  a  person  appointed  for  the 
express  purpose  of  investigating  and  establishing  new  training  pro- 
grams for  the  utilization  of  new  manpower  resources  in  the  care 
of  emotionally  disturbed  children  and  adolescents.  This  person, 
though  supported  by  state  research  and  development  funds,  should 
be  university  affiliated,  possibly  holding  a  joint  appointment  at  the 
University  of  Maryland  and  The  Johns  Hopkins. 

Comment:  The  committee  notices  that  it  is  increasingly 
recognized  that  in  psychiatry  and  allied  professions,  despite 
desperate  manpower  shortages,  the  community  does  not  make 
full  use  of  persons  who  have  natural  aptitude  for  dealing  with 
emotionally  disturbed  children  and  adolescents.  Many  such 
people  are  excluded  from  optimal  service  by  lack  of  training 
opportunities  as  a  result  of  artificial  or  outworn  professional 
classifications. 

An  increased  number  of  people  in  the  position  of  attend- 
ants may  more  effectively  capitalize  on  the  therapeutic  poten- 
tialities of  their  role  in  personal  service  and  patient  care  by  an 
expansion  and  enrichment  of  training  programs.  Trainees  for 
such  positions  would  preferably,  though  not  invariably,  be  high 
school  graduates  who  would  be  given  special  courses  in  which 
training  and  practical  experience  are  alternated.  Proper 
emphasis  on  training  for  the  care  of  emotionally  disturbed 
children  and  adolescents  may  be  guaranteed  by  reciprocity 
arrangements  among  training  hospitals. 

Another  training  program  may  be  established  for  a  new 
paramedical  profession  of  case  management  in  medical  psy- 
chology. Training  of  case  management  psychologists  should 
ideally  be  a  university  responsibility.    The  profession  may  be 
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considered  comparable  with  nursing,  and  the  qualification  at 
least  a  Bachelor's  degree. 

The  training  of  therapist-attendants  and  of  case  manage- 
ment psychologists  may  well  be  a  coordinated  function,  possibly 
under  one  leadership. 

8.  The  State  departments  of  Mental  Hygiene,  Health,  Public 
Welfare,  and  Education  should  develop  programs  for  staff  develop- 
ment through  inservice  education  and  educational  grants  to  meet 
the  critical  personnel  shortages  of  services  to  emotionally  disturbed 
children  and  adolescents.  All  studies  in  this  area  have  found  critical 
shortages  of  trained  personnel.  The  problem  will  not  be  solved  until 
some  one  directs  efforts  toward  recruitment  and  training.  These 
agencies  all  have  responsibilities  with  regard  to  the  emotionally 
disturbed,  and  should  therefore  take  appropriate  steps  to  meet  the 
situation  by  development  of  inservice  educational  programs  and 
provision  of  educational  grants. 


13 


